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STRATIFICATION TO DETERMINE TREATMENT OPTIONS FOR LOCAL BCC BASED ON RISK FACTORS
FOR RECURRENCE®

Treatment opiions HLC FESE/F 2 /pretibia/iT A THE =E R (BEA/NER)
H&P
_ _ N Trunk, extremities 22 cm

Location/diameter (cm) Trunk, extremities <2 cm Head, neck, hands, feet, pretibial, and anogenital area (any size)®

Clinical borders Well-defined Poorly-defined

Primary vs. recurrent Primary Recurrent

Immunosuppression (-} (+)

Site of prior RT (-) (+)

Pathology (BCC-A)

Histologic subtype Modular, superficial® Aggressive growth patternd

Perineural involvement (-) (+)
Y |
Basosquamous
Infiltrative

micronodular

morpheaform

A Any high-risk factor places the patient in the high-risk category.

b Marrow excision margins due to anatomic and functional constraints are associated with increased recurrence rates with standard histologic processing. Complete
margin assessment with Moha/PDEMA iz recommended. For tumors <6 mm in size, without other high—+isk features, other treatment modalities may be considered if at
least 4 i cllnn:ally tu mnr—free marg ins can be ﬂb‘tﬂlﬂ&d wrtl'h:ut Jgnlﬁ u:ant anatnmn:: or functional distortions.

R = = gagecsive growth patterns such as keratolic, infundibulocystic, and fibroepithelioma of Pinkus.
d Having d BCC with carcinosarcomatous differentiation features in any portion of the tumor. In
SOIME G bus cell carcinoma (SCC); clinicopathologic correlation is recommended in these cases to

further u:::-nsmer prog I'I-DJ] ¢ implication.

Hote: All recommendations are category 28 unless otherwise indicated.
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Topical (Imiquimod/5-FU) ~ PDT - Cryotherapy Standard >4 mm clinical margin ’ ﬁ%
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curettage & electrodesiccation \
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Moh’s surgery
L margin positive Wide excision
' excision N
riski margin negative RT *
RT A + Cryotherapy if not OP Monthly*lil
1 Moh’s surgery v
margin positive ’( FlRFAT/RL Quarterly*lll
TAPEL ] b mews IR # wide <: - i s .
e A DxFELEHE excision margin negative fi\':;;ﬁ";ﬁ 6 months*I|
o x s _’ Fl ’ . ._ 1
SRR Q)#~ BH#k 2 _ preferred for high-risk Palliative — v
2 g TIER L High e margin positive 1 RTA symptom Yearly for life
J5 W e A &
RERR risk surgery ‘< — management Or
&R - (DEXR margin negative RTA if large-nerve or clinical trial Palliative care
)T involvement or Vismodegib (% B 3£ 40)
RTA if not OP .) or Cryotherapy 1
(3)MRI
d iié?éﬂ’di
EZFZTER Palliative symptom management
S Ym <
clinical trial or Vismodegib

HHI: Vismodegib/Sonidegib
Cemiplimab (PD-1 inhibitor) : HHIZ&R BCA i
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FOLLOW-UP RECURRENCE

« H&P Lol .- Follow Primary Treatment pathway
¥ Including complete skin exam every for High-risk disease (BCC-3)
6—12 mo for the first 5 years, and
then at least annually for lifef
« Consider imaging if clinical exam is
insufficient for following the diseased

» Patient education: Advanced disease:
» Sun prmeptin[l * Locally advanced Follow Primary Treatment pathways
» Self-examination « Nodal metastases for Advanced BCC (BCC-4)

+ Distant metastases

NCCN 2025 HHffEE -
q6-12 {E H x 5 &4 » Zi& 2/ VEF— » 44578
<RAPER B ALt E i B - BeEHidER Monthly*llIQuarterly*1lI6 months*llYearly for life>

= E\m R QAR 35 B S e A B )
EZT=R PN

5 NG EEECRE

5 NG 24 2t NMSC

8 Imaging modality and targeted area should be at the discretion of the treating team based on the suspected extent of disease (ie, local, regicnal, metastatic). Histologic
confimation is sufficient to diagnose local recurrence, but MR with and without contrast can be considered to assess extent of local disease. For nodal or distant
metastasis, histologic analysis andfor CT imaging can be used for confirmation and to gauge extent of disease.

Z Follow-up with a dermatologist is strongly recommended if any of the following criteria are met. past or imminent solid organ, mamow, or hematopoietic cell transplant;, one
or more cutansous melanomas in the past S years; or four or more non-melanoma skin cancers in the past S years.

Mote: All recormmendations are category 2A unless otherwise indicated.
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Moh’s surgery
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wide excision <: RT

margin negative

RT
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Moh’s surgery <:
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management
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Monthly*Ill
Vv
Quarterly
Or
Palliative care

(% % 1)

< Palliative symptom management
I
clinical trial or Vismodegib

HHI: Vismodegib/Sonidegib

\ Hedgehog pathway inhibitor : Vismodegib/ Sonidegib

Programmed cell death protein 1 (PD-1) inhibitor (cemiplimab)l

Cemiplimab (PD-1 inhibitor) : HHIZERGEA T
<Py A >




> 13§ CTCAE (Common Terminology Criteria for Adverse Events, Version 4.0

Published: May 28, 2009 [v4.03: June 14, 2010])] ) » #13,.Grade 3 ~ Grade 4
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STRATIFICATION TO DETERMINE TREATMENT OPTIONS FOR LOCAL BCC BASED ON RISK FACTORS
FOR RECURRENCE®

Risk Group Low Risk High Risk
Treatment options BCC-2 BCC-3
H&P

Trunk, extremities =2 cm
Head, neck, hands, feet, pretibial, and anogenital area (any size)P
Clinical borders Well-defined Poorly-defined

Location/diameter {cm) Trunk, extremities <2 cm

Primary ¥s. recurrent

Primary

Recurrent

Immunosuppression

()

(*)

Site of prior RT

(-}

(*)

Pathology (BCC-A)

Histologic subtype

Modular, superficial®

Aggressive growth patternd

Perineural involvement

()

(+)

3 Any high-risk factor places the patient in the high-risk categorny.
MNarmow excision margins due to anatomic and functional constraints are associated with increased recurrence rates with standard histologic processing. Comiplete
margin assessment with Moha/PDEMA iz recommended. For fumors <6 mm in size, without other high—isk features, other treatment modalities may be considerad if at
least 4-mm clinically tumor-free marging can be obtained without significant anatomic or functional distortions.
& Low-rizk histologic subtypes include nodular, superficial, and other non-aggressive growth patterms such as keratotic, infundibulocystic, and fibroepithelioma of Pinkus.
d Having bascsquamous, infilirative, sclerosing/morpheaform, micrenodular, and BCC with carcinosarcomatous differentiation features in any portion of the tumor. In
=ome cases, basosquamous tumors may be prognostically similar to squamous cell carcinoma (SCC); clinicopathologic comelation iz recommended in these cases fo ,

further consider prognostic implication. E
3
Hote: All recommendations are category 2A unless otherwise indicated. ‘ '3‘
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PRINCIPLES OF RADIATION THERAPY

General Frmmf_nln
» Refer to the ASTRO Guideline on Definitive and Postoperative Radiation Therapy for Basal and Squamous Cell Cancers of the Skin? for
eneral indications and dose recommendations.
rotracted fractionation is associated with improved cosmetic results and should be utilized for poorly vascularized or cartilaginous areas.
. RT is contraindicated for genetic conditions predisposing to skin cancer (eg, basal cell nevus syndrome and relatively contraindicated for
atients with connective tissue diseases (eg, scleroderma).
iven mﬁr cnmplucahnn rates, reirradiation should not be routinely utilized for recurrent disease within a prior radiation field.

Imtnp sed brachytherapy can be an effective treatment for certain sites of disease, particularly on the head and neck.®
» There are insufficient long-term efficacy and safety data to support the routine use of electronic surface brach erapy.?
* Image-guided radiation thnra GR is considered best practice when treating with intensity-modulated radiation therapy (IMRT),
proton beam radmthnrapy, 'ormal radiation. The use of IGRT for other types of radiotherapy to treat skin cancer is considered
unnacsnsa

* Radiation h'mhnnnts should be given by a practicing radiation oncologist with radiation physics support to meet established quality
assurance and dosimetric constraints.

RT Dosing
Definitive RT BED10 of 70-93 Gy for conventional fractionation
BED10 of 56-88 Gy for hypofractionation
Postoperative adjuvant RT BED10 of 60-79 Gy for conventional fractionation

BED10 of 56-T0 Gy for hypofractionation

Regional Disease
* Lymph node regions, after lymph node dissection
» Negative margins, no extranodal extension (ENE) 50-60 Gy over 5 to 6 weeks

» Positive margins or ENE 60-66 Gy over 6 to 7 weeks
* Lymph node regions, without lymph node dissection

¢ Clinically positive 60-T0 Gy over 6 to 7 weeks
* Clinically at-risk nerves 50-60 Gy over 5 to 6 weeks

+ BED = Biologically effective dose

» Conventionally fractionated radiotherapy consists of five daily treatments per weak.

+ Hypofractionated radiotherapy consists of daily treatments or two to four treatmeants per week. Fraction sizes larger than 6 Gy are not routinaly
recommended outside of the palliative satting.

Ecoinote

A See Discussion
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